The aim of this study was to translate the Fibromyalgia Impact Questionnaire (FIQ) into Korean and to evaluate its reliability and validity for use with Koreanspeaking patients with fibromyalgia (FM). After translating the FIQ into Korean, we administered it to 55 patients with FM (28 patients filled out the questionnaire again 7 days later) together with a Korean version of the Health Assessment Questionnaire (HAQ) and the Symptom Checklist-90-Revision (SCL-90-R). The tender-point count (TPC) was calculated from tender points identified by thumb palpation. In addition to sociodemographic characteristics, the severity of relevant current clinical symptoms, e.g., pain intensity, fatigue, and morning stiffness, were assessed by 10-cm visual analog scales (VAS). The test-retest reliability was between 0.466 and 0.780 (total 0.778). Cronbach's alpha was 0.800 for FIQ1 (the first assessment) and 0.857 for FIQ2 (the second assessment), indicating acceptable levels of internal consistency for both assessments. Significant correlations were obtained between the FIQ items, the HAQ, the severity of clinical symptoms, and the subscales of the SCL-90-R. In conclusion, the Korean version of the FIQ is a reliable and valid instrument for measuring health status and physical functioning in Korean patients with FM.
INTRODUCTION
Fibromyalgia (FM) is a chronic pain condition of unknown etiology, with an estimated prevalence rate of 2% (1) . It is characterized by diffuse pain, fatigue, disturbed sleep, the presence of tender points, and functional impairment (2) .
The assessment of health status and physical functioning is essential in patients with rheumatic disease and has become an important approach in evaluating outcomes (3, 4) . Health status instruments, such as the Health Assessment Questionnaire (HAQ) (5), the Arthritis Impact Measurement Scale (AIMS) (6) , and their various modifications, as well as the Fibromyalgia Impact Questionnaire (FIQ) (7) are widely accepted forms for evaluating the clinical severity of disease (8) and the efficacy of different interventions in patients with FM (9) .
The FIQ was developed by Burckhardt et al. (7) to assess the current health status of women with FM. The FIQ is a 10-item self-administered instrument that measures physical functioning, work status, depression, anxiety, sleep, pain, stiffness, fatigue, and well-being. The FIQ has been translated into many languages, and these versions have shown metric properties, reliability, and validity that are comparable to the original version (10) (11) (12) (13) .
The aim of this study was to translate the FIQ into Korean and to evaluate its reliability and validity for use with Koreanspeaking patients with FM.
MATERIALS AND METHODS

Subjects
Included in this study were 55 patients of the Department of Internal Medicine at Chonnam National University Hospital, Gwangju, Korea, who had FM and satisfied The American College of Rheumatology 1990 Criteria for the Classification of Fibromyalgia (2) . Demographic and clinical characteristics, including age, marital status, education level, and duration of symptoms of FM were documented.
Clinical severity
Visual analog scales (VAS) were used by each patient to evaluate current levels of pain, morning stiffness, fatigue, depression, anxiety, global well-being, impact on life, and disease severity. The items were scored from 0 to 10, with 10 denoting the worst possible condition. Tender-point examination was carried out by applying a uniform amount of manual finger pressure, until the fingernail bed blanched, on each of nine paired anatomical locations. Definite tenderness at any point was considered present if some involuntary verbal or facial expression of pain was noted or if a wince or withdrawal was observed. The tender-point count (TPC) was calculated by summing the number of these tender points.
Translation of the FIQ
The original FIQ contains 19 questions grouped into 10 items. The first item contains 10 sub-items and focuses on the patient's ability to perform daily tasks involving large muscles (i.e., cooking, cleaning, walking, shopping, homemaking, socializing, mobility, etc.). The responses are scaled in a Likert format, from "0=always able to perform", to "3= never able to perform". The ten sub-items are added together and divided by the number of valid scores to yield one physical-functioning score. In the subsequent two FIQ items, the patient is asked to circle the number of days in the past week that they felt good and how often they missed work. The last seven items -the ability of patients to do their job, pain, fatigue, morning tiredness, stiffness, anxiety, and depression -are all measured by 100-mm anchored horizontal visual analogue scales (VAS). Each item is standardized on a scale ranging from 0 to 10, with 10 indicating greater impairment. The FIQ was translated into Korean by three translators, including one of the authors, and back-translated by three different translators. Four questions were changed because of cultural differences. In the physical functioning ability score, the phrase "make a bed" was changed to "prepare a mattress", since beds are not popular in Korea. "Walk several blocks" was changed to "walk more than one kilometer". We use the metric system and chose kilometer since it is commonly understood, even though it is one block longer. "Do yard work" was changed to "work in the fields", since people in Korea usually live in houses without gardens. "Drive a car" was changed to "drive a car or a bicycle", since the number of women who drive cars is lower in Korea than in western countries. During the translation process, the questionnaire was tested on a large number of FM patients, but the results are not presented in this study.
The retest was performed one week after the original test. The first assessment was done by patients while they visited the clinic, and the second FIQ was done by mail one week after the visit. During that week, no intervention was given.
Health Assessment Questionnaire (HAQ)
Patient-reported assessments of current functional limitations were collected with the HAQ. The HAQ is a self-administered disability instrument developed for patients with rheumatoid arthritis, and it is used to compare the disabilities of patients with different rheumatic diseases and FM. The HAQ has been translated into numerous languages, including a valid and reliable Korean-language version (14) .
This scale includes 90 items that measure 9 clinical subscales and was developed as a measure of general psychiatric symptom severity and as a descriptive measure of psychopathology (15) . On a 5-point Likert scale, subjects report the degree to which they have been distressed by symptoms in the past month. The scale has been extensively used and validated in Korean (16) .
Statistical analysis
Test-retest reliability was assessed using Spearman correlations, and internal consistency was evaluated with Cronbach' s alpha coefficient of reliability. Construct validity was evaluated by correlating the FIQ items with the severity of clinical symptoms (VAS), the TPC, the HAQ, and the subscales of the SCL-90-R. Statistical analysis was performed using SPSS for Windows (Version 10.0; SPSS, Chicago, IL, U.S.A.). Table 2 ). The test-retest reliability was between 0.466 and 0.780 (total, 0.778) for the physical functioning component as well as for the total FIQ and the other components (Table 3 ). Cronbach's alpha was 0.800 for FIQ1 and 0.857 for FIQ2, indicating acceptable levels of internal consistency for both assessments.
RESULTS
Descriptive analyses of the demographic and clinical charac-
The correlations between FIQ items and the HAQ, the TPC, and the anxiety and depression subscales of the SCL-90-R are summarized in Table 4 . There were statistically significant correlations between the total HAQ score and scores on the physical functioning component of the FIQ and total FIQ. Substantial correlations (p<0.01) were obtained between the anxiety and depression subscales of the SCL-90-R and the anxiety and depression items on the FIQ, with correlation coefficients of 0.432 and 0.373, respectively. Correlations between the TPC and the FIQ items and the total FIQ were rather low, ranging from -0.043 to 0.486. Only the items that addressed the ability of patients to do their job (0.331), fatigue (0.486), morning tiredness (0.294), and the total FIQ (0.433) reached statistical significance (p< 0.05).
Correlations between the FIQ items and the severity of current FM symptoms (VAS) are summarized in Table 5 . Most of the items were moderately correlated with almost all current FM symptoms.
DISCUSSION
Physicians have been urged to do more research on FM pathophysiology and treatment. We need a valid and reliable instrument to communicate in the same terms while measuring the status, progress, and outcome of patients with FM, and to compare the results of different trials. In this study, a Korean version of the FIQ was found to be valid and reliable when used in clinical care and research. The translation of an instrument from one language to another usually presents problems, especially if the culture and socioeconomic char- acteristics of the populations differ. To adapt the FIQ to Korean culture, we modified several questions. In this study, the mean of the total FIQ score was 51.63 for the initial assessment and 49.24 for the second assessment. These scores were somewhat higher than those reported by Burckhardt et al. (7), whose total score was 48.1, and Offenbaecher et al. (12) , whose total score was 46.1. The sub-scores obtained for "fatigue" and "morning tiredness"were high in our trial. These elevated sub-scores might have increased the total score.
The test-retest reliabilities for items on the physical functioning component and for the overall FIQ score were 0.513 and 0.778, respectively. In cross-cultural adaptations of the FIQ for Swedish, Hebrew, German, and Turkish populations (10-13), test-retest correlations for the FIQ of 0.62 to 1.00 have been reported. Our test-retest reliability was somewhat less than that of others, but was still respectable. Internal consistency was found to be high for both assessments (0.800 for FIQ1 and 0.857 for FIQ2). This level of consistency is similar to that reported by Sarmer et al. (13), who reported internal consistencies of 0.72 and 0.73, and Buskila et al. (11), who reported internal consistencies of 0.93 and 0.86. Thus, this scale is a coherent, additive instrument, in which an average score for the individual items in each subscale has meaning.
Construct validity was evaluated by correlating the FIQ items with the severity of clinical symptoms (VAS), the TPC, the HAQ, and the subscales of the SCL-90-R. Using the HAQ as the gold standard for evaluating the disability of patients with rheumatic diseases, we found substantial correlations between the total HAQ score and scores on the physical functioning component, as well as the total FIQ. However, the items for fatigue, morning tiredness, stiffness, anxiety, and depression did not correlate with the HAQ. For the original FIQ, Burckhardt et al. (7) found a higher correlation between the FIQ and the AIMS. The AIMS has more specific subscales, including pain, depression, and anxiety, whereas the HAQ assesses difficulties and disabilities in basic activities of daily life and does not deal with those areas. Therefore, the HAQ may not be a valid indicator of health status in patients with FM. The anxiety and depression items of the FIQ correlated significantly with the anxiety and depression subscale of the SCL-90-R, demonstrating satisfactory construct validity in the psychological components of the translated FIQ. The correlation between clinical severity parameters, such as pain intensity, morning stiffness and fatigue, and the FIQ was found to be moderate to high, supporting the construct validity of the Korean version of the FIQ. Similar results have been reported by other authors for translations of the FIQ into other languages (10) (11) (12) (13) . The relationship between the TPC and the FIQ items was lower than for other clinical parameters. In the Hebrew validation study (11) , the correlations between the TPC and the FIQ items ranged from 0.24 to 0.57, and the correlations between the FIQ items and dolorimetry measurements were even higher than with the TPC, ranging from 0.25 to 0.65. Our findings might have been related to low correlations between "subjective" and "objective"parameters. In addition, this difference might be related to the fact that the mean on the TPC for our patients was 11.40, and our patients might not have been as severely affected as the Hebrew-speaking patients.
In conclusion, the Korean version of the FIQ is a reliable and valid instrument for measuring health status and physical functioning in Korean patients with FM. 
